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lesion became gradually less marked toward the outer wall of the ventricle. 
All of the structures in the descending branch of the calcarine fissure par¬ 
ticipated in the softening. From the anatomic findings in this case and from 
physiologic considerations the deduction is drawn that the lower portion of 
the inferior longitudinal fasciculus of Burdach contains physiologically dif¬ 
ferentiated fibres that connect the visual zone with the zone of language. 
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The Present Position of the Surgery of the Hypertrophied 

Prostate. 

At the recent meeting of the American Surgical Association, White 

{Annah of Surgery, 1893, vol, xviii., No. 2) presented an exhaustive study of 
the surgery of the hypertrophied prostate. The subject was considered 
under the following heads: 1. The nature and chief varieties of the prostatic 
enlargement and their relation to the vesical changes found associated with 
them. 2. The symptoms in relation to diagnosis and prognosis: (a) sub¬ 
jective; (6) objective. 3. The indications for (a) non-interference; (b) med¬ 
ical treatment; (c) palliative treatment; ((/} operative treatment. 4. The 
choice of operation. 

In considering the first of these headings, the theories of Guyon and Har¬ 
rison were separately discussed and rejected as not offering satisfactory ex¬ 
planations of the condition; in fact, they seem to have been based on false 
premises. The analogy between the prostatic hypertrophy and uterine fibro- 
myomata, pointed out by Velpeau, and later formulated by Sir Henry 
Thompson, is provisionally accepted as the best working theory thus far 
advanced. This conclusion intimately affects prognosis and treatment. 

The prominent symptoms of prostatic hypertrophy, while not pathogno¬ 
monic, are, when taken in connection with the history, fairly conclusive. 
They are: undue frequency of urination, particularly at night; difficulty in 
starting the stream; feebleness of the stream (a full stream, dropping almost 
vertically); interrupted micturition; incontinence of urine (retention with 
overflow), etc., the number and variety of the symptoms depending upon the 
nature and extent of the enlargement. 
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"While digital examination by the rectum enables one to recognize a general 

enlargement of the gland, it does not afford any indication of the extent of 

encroachment upon the urethra. Obstruction of the urethra can most 

accurately be determined by the use of steel urethral bougies, or by silver 

or soft English catheters. If these instruments are arrested at a point 

more than seven inches from the meatus, the obstruction is in the prostatic 

urethra. 
For purposes of treatment the character of the growth should be studied. 

A classification based on the following factors is suggested, not as being ex¬ 

haustive, but as being useful in deciding upon the proper treatment. 1. The 

predominant character of the growth, whether soft, indicating excess of 

glandular and muscular elements, or hard, showing advanced fibroid change. 

2. The seat of the growth. 3. The presence or absence of general sclerosis. 

4. Infection of the vesical mucosa. 
The consistence of the gland can most satisfactorily be determined by 

rectal palpation. The seat of the growth, whether affecting the middle or 

lateral lobes, will be best determined by the presence of residual urine in the 

former and its absence in the latter, and the difficulty experienced in pass¬ 

ing an ordinary catheter in the former class of cases. 
Expectant treatment is proper only in those cases in which the enlarge¬ 

ment has produced no symptoms, in which catheterism is easy, and in which 

there is no residual urine. Medicinal treatment is useful principally in 

meeting the complications of prostatic hypertrophy. Palliative treatment 

consists in the use of steel sounds and the employment of the catheter. 

These measures are applicable to a large number of cases, and when sys¬ 

tematically and carefully carried out frequently give great relief and enable 

the person to go for many years in comparative comfort. In more advanced 

cases, and in those in which palliative treatment fails to relieve the patient, 

surgical interference is to be advised, provided the condition of the patient 

is considered satisfactory. This should include the majority of severe cases, 

but advanced renal disease contra-indicates operation. The operative meas¬ 

ures suggested are overstretching the prostatic urethra, perineal prostatotomy, 

perineal prostatectomy, and supra-pubic prostatectomy. The first three are 

applicable in a limited number of cases, the special indications being detailed, 

while in the majority of instances the latter is the operation of choice. 

It occurred to the author that if the analogy between uterine fibromyomata 

and prostatic hypertrophy was a real one, castration might have the same 

effect upon the latter that oophorectomy has upon the former. Following 

out this thought, a large number of dogs were castrated and killed at vary¬ 

ing intervals thereafter, and in every instance the size of the prostate was 

much less than the average in animals of the same weight, while, micro¬ 

scopically, the gland showed distinct evidences of atrophy. These results 

are confirmed by the observations of Bilharz and Pelican—that the prostates 

of eunuchs are extremely small—and those of Gruber and Civial, each of 

whom had the opportunity of examining the prostatic glands of a man who 

had been previously castrated—the latter observation having been made 

during the course of the operation of lithotomy. The researches of Hunter, 

Owen, and Griffiths on animals also confirm those of the author. The ques¬ 

tion of the value or the applicability of castration in cases of hypertrophy 
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of the prostate was left open, the author contenting himself with the simple 

statement of the facts. 

Reduction of Dislocations of the Shoulder-joint by 

Manipulation. 

Thomas {British Medical Journal, 1893, No. 1G97), reports thirty cases of 

dislocation of the shoulder treated by manipulation. Of these twenty-four 

were reduced -without difficulty, at the first attempt, on the day of the acci¬ 

dent; they were dislocations into the axilla. The time required was from 

fifteen seconds to six minutes. 

The method employed is a modification of that of Professor Kocher, and is 

carried out as follows: With the patient lying on his back, the operator grasps 

the hand of the injured side, takes hold of the corresponding arm immedi¬ 

ately above the elbow with the other hand, flexes the elbow to a right angle, 

and then gently and firmly rotates outward the arm as far as it will go (first 

stage). 
Rotation outward is maintained, and the elbow is carried to the patient’s 

side (second stage). 

Then, if necessary, the elbow is carried forward close to the curve of the 

thorax (third stage). 

One piece of strapping fixes the elbow to the side, and the hand is carried 

in a sling. 

Several of the dislocations were reduced in the first stage of the manipula¬ 

tion, the majority in the second stage, and others resisted until the third stage. 

A New Method of Reducing Dislocation of Cervical Vertebra. 

Walton (Journal of Nervous and Mental Diseases, 1893, No. 9) refers to a, 

case in which a dislocation of a cervical vertebra was successfully reduced by 

a method which he had previously pointed out, and which was based upon 

experiments upon the cadaver. 

The commonest form of dislocation of the cervical vertebra, without fatal 

result, is that in which one articular process slips over the one below, pro¬ 

ducing a deformity corresponding with that observed in torticollis. The 

diagnostic feature of the former condition is the immobility of the head, 

without spasm of the muscles which produce this deformity. 

The method of reduction is described as follows: Suppose the left articular 

process of one vertebra has slipped forward over the corresponding articular 

process of the vertebra below, and has fallen in the depression anterior to 

that process. This turns the face to the right and bends the head over toward 

the left, as in spasm of the left sterno-mastoid muscle. No amount of ex¬ 

tension will remove the vertebra from its new position in the slightest degree, 

as has often been shown; nor will rotation be available until the depressed 

articular process is raised. 

The proper method is simply, therefore, to first raise this process and then 

rotate. This can be accomplished only by extending the head obliquely 

backward toward the right, using the transverse process on the right as a 

fulcrum. The ligaments which have held the vertebra firmly in its faulty 
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position make no opposition to this movement, so that no force is required 

to first elevate in this way, and then to rotate to the proper position. 

In bilateral dislocation it is quite probable that this manoeuvre, carried out 

first on one side and then on the other, will meet with success. This is the 

movement, the author thinks, which has been made in those cases in which 

reduction has followed voluntary muscular action. 
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Five Cases of Abdominal Section after Confinement. 

Armstrong (Montreal Medical Journal, 1893, No. 1) reports four cases as 

follows: 
Case I. A woman pregnant three or four times, previous labors normal. 

Soon after getting up on the tenth day she became feverish, complaining of 

abdominal pain and soreness. During the nest four weeks patient had a 

very fluctuating temperature, an occasional chill, frequent sweats and ab¬ 

dominal pain. On opening the abdomen the omentum was lound adherent 

to the uterus and tube of the left side; and on carefully detaching the ad¬ 

herent margin, a pus-sac was found, the walls of which were formed an¬ 

teriorly by the omentum, below by the left tube and ovary, and above by 

knuckles of intestine. The pus was removed, the tube and ovary carefully 

tied off, as well as fully one-third of the omentum. The patient recovered. 

Case II. A woman confined of her second child, was attended in labor 

by a midwife. On seventh day developed a severe rigor, with temperature 

104° and quick pulse. Examination disclosed a tender abdomen with a 

large mass in the left side of the pelvis, and a soft patulous os. No fluctua¬ 

tion could be obtained. Before section uterus was curetted and some decom¬ 

posed placental tissue removed. Notwithstanding the great care used in 

opening the abdomen, the uterus was punctured. The contents of the left 

side formed one mass of inflammatory exudation, all the structures being 

glued together and adherent to the uterus and to the pelvic wall. The tissues 

were so friable and softened that it was with difficulty that ligatures could be 

applied without cutting. Before operation patient’s temperature was 103§°, 

with a pulse of 130; the same evening, notwithstanding an operation of one 


